. This device consists of an elliptical cuff that is inflated in the hypopharynx4 and allows an adequate airway under general anaesthesia without the need for laryngoscopy or tracheal intubation.
ways. The technique of bronchoscopy via the laryngeal mask allowed full assessment of the cause of stridor in a patient with a malignant tracheal tumour that was causing airways obstruction and vocal cord paralysis.
Flexible bronchoscopy is performed under general anaesthesia by about 12% of practitioners in the United Kingdom.' Bronchoscopic evaluation of the tracheobronchial tree is an essential part of the assessment of suspected airway obstruction. Most tracheal tumours are malignant and most present with acute symptoms of dyspnoea that may mimic asthma.2 Malignant tracheal neoplasms may also invade the recurrent laryngeal nerve and cause vocal cord paralysis, though most cases of vocal cord paralysis from malignancy are due to invasion of the subaortic area by lymph node metastases from bronchial carcinoma.3 The combination of cord paralysis with obstruction of the tracheal lumen can cause acute stridor. We report a case where full assessment by flexible bronchoscopy under general anaesthesia was possible with the aid of a laryngeal mask (figure). This device consists of an elliptical cuff that is inflated in the hypopharynx4 and allows an adequate airway under general anaesthesia without the need for laryngoscopy or tracheal intubation.
Case report A 70 year old woman with a history of chronic smoking presented with stridor. She refused flexible bronchoscopy under local anaesthesia. General anesthesia was induced and maintained with propofol; spontaneous ventilation was used with the laryngeal mask, through which flexible bronchoscopy was performed. This revealed left vocal cord paralysis and a squamous cell carcinoma affecting the left side of the distal trachea. There was no prior history of recurrent laryngeal nerve damage, so nerve paralysis was attributed to carcinomatous infiltration. A tracheostomy was performed to relieve the stridor, so that urgent radiotherapy could be started.
-o
The flexible bronchoscope passing through the laryngeal mask. Discussion Flexible bronchoscopy can be performed easily via the laryngeal mask in a patient under light general anaesthesia induced by a drug such as propofol. A full examination of the larynx, trachea, and bronchial tree can be completed with this technique without the potential damage caused by endotracheal intubation.56 Furthermore, no paralysing agent is required, so that an unhurried and full examination of vocal cord function is possible; with rigid bronchoscopy the operator must wait for recovery from anaesthesia. Spontaneous ventilation is also maintained, which is particularly important with tracheal obstructions.7 If the operator is concerned about further loss of lumen patency resulting from bleeding or oedema from a biopsy he can defer this part of the procedure. A subsequent examination with a rigid bronchoscope would allow any bleeding to be dealt with more effectively. No obstruction to air flow occurs through the lumen of the airway (internal diameter 14 mm) as the external 
